The objective of this comprehensive systematic review is to identify the factors that influence patient/clinician satisfaction with shared decision making.
In a systematic review of shared decision making in palliative care, Belanger et al 1 argue that providing for patient participation in decision making is especially important with respect to end of life care where personal values are a critical adjunct to evidenced based medicine.
For chronic illness management, Funnell et al 5 suggest that patient collaboration in care planning is necessary for the successful management of life long conditions such as diabetes, "...because the consequences of these decisions [choices, control and consequences] accrue to patients"(p123).
In terms of improving health outcomes, Wilson et al 2 found in a study of 612 adults with poorly controlled asthma, that those who participated in shared decision making and negotiated a treatment plan with their doctor experienced improved clinical outcomes compared with those who were managed with usual care. .
While commonly cited, the concept of shared decision making is not clearly defined [8] [9] . Makoul and perspectives. There is some evidence to indicate that dissimilar understandings between patients and clinicians may be not uncommon [15] [16] . Charles et al 11 suggest decisions aids have a potentially important role in facilitating information exchange by assisting patients and physicians to build relationships and understanding.
Melbourne et al 12 found that "the evidence regarding the desirability and effectiveness" of shared decision making is inconsistent. Elwyn et al 17 for instance found that General Practitioners considered that shared decision making was more appropriate for some clinical decisions than others.
Likewise some practitioners may be reluctant to engage in shared decision making if they thought it might increase their medico-legal risk.
Belanger et al 1 found that most patients wanted to participate at some level in decisions about their treatment but many did not have the opportunity to participate as they wished as "decisions are delayed and alternative treatments are seldom discussed" (p242).
Rogers et al 18 who conducted a qualitative study of the doctor-patient encounter within a randomized controlled trial of a self management program for people with inflammatory bowel disease, found that most doctors remained wedded to a core belief that patients needed guidance on medical treatment and that doctors were there to give instruction to tell patients what to do.
Even if in any number of situations patients are happy to defer and accept a doctor's decision, a shared decision making process provides both parties with the opportunity to confirm this in relation to the specific decision being made. It is the contention of this author that the process of shared decision making allows physicians and patients to test each other's assumptions and confirm an agreed treatment plan, thereby minimising the risk of misunderstanding, dissatisfaction, and ineffective treatment plans.
This systematic review will examine patient and medical practitioner satisfaction with shared decision making with a view to identifying the key elements of the process that result in satisfaction and the impact of shared decision making on treatment decisions and outcomes. Findings may be relevant for the application of shared decision making in practice settings.
A preliminary search of the Cochrane library, JBI library, Medline and CINAHL found no existing systematic reviews on this topic.
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Inclusion criteria
Types of participants
Participants considered for this systematic review include adult patients (18 years and older), parents/caregivers and health care providers who are involved in a shared decision making process across acute care, outpatient and community settings.
Types of intervention(s)/phenomena of interest
The intervention/phenomena of interest centres around the shared decision making process with specific focus on the elements of the process that produce patient/caregiver-clinician satisfaction.
Types of outcomes
The overarching outcome for this systematic review is patient/caregiver-clinician satisfaction with the shared decision making process. 
Types of studies
This review will be a comprehensive JBI systematic review, comprising both qualitative and quantitative analyses of evidence.
The quantitative component of the review will consider both analytical and descriptive epidemiological study designs including prospective and retrospective cohort studies, case control studies, case series, individual case reports and cross sectional studies for inclusion.
The qualitative component of the review will consider design studies such as phenomenology, grounded theory, ethnography, action research and feminist research. Studies will be included if the methodology is clearly identified and consistent with the study approach.
Studies will be included if they describe a shared decision making process that comprises the core concepts of shared decision making outlined by Charles et al 
Search strategy
The search strategy will include both published and unpublished studies. Selected databases will be searched from first publication to current date. Studies will be limited to those published in English.
An initial search of PUBMED and Google Scholar has identified the following key search terms: Further analysis of text words will be completed by an extended search of titles and abstracts identified via PUBMED and Google Scholar. A search of all identified keywords will be undertaken across all included data bases and the reference lists of all identified studies will be searched for additional studies.
Qualitative data will be extracted from papers included in the review using the standardised data extraction tool from JBI-QARI (Appendix II). The data extracted will include specific details about the interventions, populations, study methods and outcomes of significance to the review question and specific objectives.
Data synthesis
Quantitative papers will, where possible, be pooled in statistical meta-analysis using JBI-MAStARI. All results will be subject to double data entry. Effect sizes expressed as relative risk for cohort studies and odds ratio for case control studies (for categorical data) and weighted mean differences (for continuous data) and their 95% confidence intervals will be calculated for analysis. A Random effects model will be used and heterogeneity will be assessed statistically using the standard Chi-square.
Where statistical pooling is not possible the findings will be presented in narrative form including tables and figures to aid in data presentation where appropriate.
Qualitative research findings will, where possible be pooled using JBI-QARI. This will involve the aggregation or synthesis of findings to generate a set of statements that represent that aggregation, through assembling the findings rated according to their quality, and categorising these findings on the basis of similarity in meaning. These categories are then subjected to a meta-synthesis in order to produce a single comprehensive set of synthesised findings that can be used as a basis for evidencebased practice. Where textual pooling is not possible the findings will be presented in narrative form.
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